The aim of the project is to assess the quality and improve the preventive and curative practices at the primary care level in Hungary. A total of 50 general practitionaires were selected on a voluntary basis in Budapest, Hungary, and from them, 30 were randomized to the intervention (I) group and 20 to the reference (R) group. The members in the I group have been trained for the official hypertension guideline and their everyday work is monitored. Those in the R group have only been monitored to measure the efficacy of the training. In all, 10% from the known hypertensive persons (N ¼ 10,799) and 5% of the remaining (nonhypertensive) patients (N ¼ 60,341) were selected randomly from the GP's computer files and invited for screening investigation performed by trained medical students. They measured the blood pressure of patients, assessed the cardiovascular risk status and the quality of education of patients by standardized questionnaires. In total, 4083 patients were invited, but only 39.2% attended the screening visit. The prevalence of undetected hypertension was 34.6%. This prevalence was significantly higher in the older (460 years: 46.8%) than in the younger (o50 years: 20.8%, Po0.0001) age group and it was higher in men (41.5%) than in women (30.1%, Po0.001). The proportion of H patients on drug treatment was 85.3% and the frequency of patients under effective blood pressure control (ego140/90 mmHg) was 27.8%. Counselling to patients for a healthier lifestyle (exercise, smoking, alcohol consumption, diet) was very rare. In conclusion, our data represent the primary care of Budapest and may not be relevant to the whole country. As a consequence of this study, education of primary care physicians and patients is a must for further improvement of hypertension care.
Introduction
Based on the US prevalence data, 1 hypertension defined by blood pressure equal or above 140 mmHg systolic and/or 90 mmHg diastolic may affect approximately 2.4 million (M) people out of a total population of 10 M in Hungary. According to the latest finding of a population survey in the Hungarian countryside, 2 the prevalence of hypertension in the age group of around 60 years is comparable to the values observed in other parts of the world, while that of younger age groups (from 40 to 54 years) is two to three times higher in Hungary. The importance of the problem is stressed further by the latest survey of cardiovascular mortality, which was three times higher in Hungary than that in the European Union. 3 
Hypothesis
The hypothesis of the Effective Control of Hypertension Project (ECHP) of the Hungarian Society of Hypertension was that a guideline issued by a professional organization (JNC V) 4 and adapted by the Hungarian Society of Hypertension is able to influence the quality of care of hypertensive patients in family practices in Hungary.
The aim of the ECHP is to assess the quality and assist in the improvement of preventive and curative practices at the primary care level in Hungary.
According to available studies, 5, 6 the influence of professional guidelines is positive but limited and the impact declines after 1 year. 7 It was therefore decided to train and regularly reinforce application of the guideline by intensive teaching and counselling of the general practitioners.
Methods

Selection of general practitioners (GP-s)
The average primary care practice in Budapest has about 2000 registered patients. It was therefore assumed that by including 50 GP-s in the ECHP, we would have data for at least 70,000 people of age 18 years and older, with a minimum of 10,000 hypertensive patients.
In September 1996, at the beginning of the project, 20 GP-s were selected and invited to participate in the project for the reference (R) and 30 GP-s for the intervention (I) group by random order. The I group has been trained for the issues of the professional guideline 4 and monitored, while the R group has only been monitored in order to measure the efficacy of the training.
Inclusion criteria for GP-s were the following: acceptance of the information system of the project, readiness to provide specified data from the patient files, consent to the idea of random group allocation (I or R) and to the screening of selected patients by trained medical students, participation at the consultations and seminars for the I group of GP-s.
Randomization
In total, 50 GP-s were selected in random order from all the 23 districts of Budapest, the Hungarian capital city, and 30 GP-s among them were designated as I group using the pseudorandom-generating function of the SAS statistical package.
Screening of the population
In all, 10% of all known hypertensive persons (N ¼ 10,799) and 5% of the remaining (nonhypertensive) patients (N ¼ 60,341) were selected randomly from the GP's files and invited for screening. To ensure equal representation for each GP, randomization was performed at the GP's level. Patients were sent a preprinted letter of invitation for a screening investigation performed by trained medical students in the GP's offices.
Medical students were provided with validated mercury sphygmomanometers. They measured the blood pressure of patients after 5 min of rest in sitting position according to the relevant guidelines. 4 They assessed the cardiovascular risk status (smoking, the patient's knowledge of hypercholesterolemia or diabetes, excessive alcohol consumption, obesity (body mass index 430 kg/m 2 ), physical inactivity and the quality of education of patients (advice received on risk factor management: on diet, smoking, alcohol use, regular exercise and stress management) by standardized questionnaires.
Undetected hypertension was defined when the systolic blood pressure (SBP) was X140 mmHg or a diastolic blood pressure (DBP) was X90 mmHg among patients registered as nonhypertensives. The proportion of treated and controlled (SBPo140 mmHg and DBPo 90 mmHg) hypertensive patients has also been calculated.
Statistical analysis
The means and statistically significant differences were calculated using the w 2 test of the SAS statistical package.
Results
In this paper, we report the baseline screening data of the ECHP. A total of 4083 patients were invited, but surprisingly only 1599 attended the screening visit, so the response rate was 39.2% (Table 1 ). The response rates of known hypertensive patients (H) were significantly higher than that of nonhypertensives (non-H) (906 vs 693, Po0.0001).
The frequency of previous detection of other cardiovascular risk factors is shown in Table 2 . In all, 68.7% of patients had their serum cholesterol measured at least once in the past and 83.8% of patients knew their blood glucose level. H patients were more likely to have these measurements than their non-H counterparts (Po0.0001, each).
The prevalence of some risk factors is given in Table 3 . Physical inactivity appears to be the most frequent (59.7%) risk factor. However, risk management advice was given only to one in four of those in need. H patients are significantly less likely to be smokers (the prevalence is 50%) than non-H patients (Po0.0001). The prevalence of obesity, however, is more than twice higher in hypertensive patients than in non-H ones (Po0.0001), so it is the second most frequent risk factor. There was no difference in alcohol use between H and non-H (Table 4) . In Table 5 , it is seen clearly that almost 90% of the H patients are treated with antihypertensive drugs. There is no discernible gender difference. The definition 'effectively treated' denotes the proportion of drug-treated H patients exhibiting blood pressure values below 140 and 90 mmHg at the screening. A total of 24.5% of the H patients belonged to this category. There was no difference in the hypertension control between men and women.
An important marker of the quality of primary care is the proportion of undetected H in the general population. In our project, the measure to this was the occurrence of H among patients registered as non-H. The prevalence of undetected hypertension was 34.6% (Table 6 ). This prevalence was significantly higher in the older (460 years: 46.8%) than younger (o50 years: 20.8%, Po0.0001) age group and in men (41.5%) than in women (30.1%, Po0.001).
Discussion
Rigorously collected data from 1600 subjects from a population of 71,000 have been presented in our ECHP Study. In the interpretation of the obtained results, one should remember that the patient population of the volunteering general practitioners represents only Budapest, the capital town of Hungary and the data are in almost every aspect above the country population average. In our Manage It Well (MIW) programme, data on the ratio of well-controlled hypertensive patients show a much worse situation, as it was between 3 and 6%. 8 Both smoking and alcohol consumption are lower in the ECHP Study than the country average. 9 This applies even more to the participating GP-s (self-selection).
The baseline part of the study wanted to establish the characteristics of the quality of existing care for H patients at the primary care level in Budapest.
The low response rate to the invitation for screening is in accordance with other screening results 2 and fits into the general negligence of the health issues in Hungary. Our expectation that the relationship between doctor and patient might mitigate this negligence has been disproven. Whether improved doctor-patient relationship could bring about progress in this field remains to be seen. Disease consciousness on the other hand seems to be a motivating factor for attending the screening: significantly more H than non-H patients attended. However, even in this motivated group, every second patient failed to respond.
The importance of searching for other cardiovascular risk factors seems to be well accepted and practised by GP-s. Although cholesterol measurement still lags behind glucose, more than 2 3 of the patients have their serum cholesterol measured.
The actual prevalence of various cardiovascular risk factors shows a lower frequency of smoking than the country average. These data should be interpreted cautiously as mentioned in the introduction of this section. Patients with H are about half as likely to smoke than their non-H counterparts and this is in accordance with the finding that antismoking advice is the most frequently applied counselling by GP-s. There is no substantial difference in this counselling between H and non-H patients; around 3 4 of them received antismoking advice. It is thus a fair conclusion that H patients are more likely to follow this advice. The situation is different with alcohol consumption. The finding that there was no difference in alcohol use between Effective control of hypertension C Farsang et al hypertensive and nonhypertensive patients demonstrates that the importance of heavy drinking as a risk factor for hypertension is underestimated by patients. This negligence finds at least partial explanation by the attitude of GP-s towards riskfactor management. Although advice against drinking was given more frequently to H than non-H patients, this counselling was in general too rareevery second patient-and ineffective such that it did not influence the drinking behaviour of H patients. Inactivity appears to be the most frequent risk factor. The prevalence of inactivity is even higher among H patients than among non-H-s. Unquestionably, age and comorbidity are also contributing to this phenomenon. In spite of this, advice was given only to one in four of those in need. One may reasonably conclude that the importance of alcohol and physical inactivity as risk factors in H is underestimated by doctors and patients as well.
The conspicuously higher prevalence of obesity in H patients reflects on the one hand the well-known link between obesity and hypertension, the concept of the metabolic (X) syndrome. On the other hand, the efficacy of dietary advice in weight modification is not very high. The most important barriers expressed in a Holland survey 10 were: not being trained in nutrition, lack of time to address nutrition issues and the perception that patients lack motivation to change lifestyle and/or dietary patterns. The fact that lack of training is considered as the most important barrier offers possibilities for improvement in which learning programmes on nutrition for GPs and their nurses should get special attention.
The frequency of undetected hypertension in the Hungarian capital (34.6%) was nearly the same as it was in the latest US survey. 1 A substantially larger frequency was found, however, in older age groups, which underlines the importance of special hypertension screening programmes for the elderly Hungarian people. Finally, the proportion of H patients on drug treatment was even better (85.3%) and the frequency of patients under effective blood pressure control in Budapest (27.8%) was nearly the same as the US data, which are probably above the country population average.
The implications of our findings are that a higher rate of patients on drug treatment does not ensure automatically better hypertension control and the quality of nonpharmacological and pharmacological treatment appears to be the most important contributor to adequate control of hypertension.
